A 45-year-old male presented with severe pain in his left foot. His medical history included stage IV biopsy-proven pulmonary sarcoidosis diagnosed six years earlier, with negative acid-fast stain in lymph node biopsy and bronchoalveolar lavage (BAL) fluid. Recently, despite 10 mg prednisolone daily, a positron emission tomography/computer tomography (PET/CT) scan had suggested increased sarcoidosis activity (Fig. 1) . Radiographs showed an apparent fracture in the third metatarsal bone (Fig. 2) , for which he received a cast. Ten days later, he presented with uncontrollable pain, redness and warmth of his left foot. For possible cellulitis, he was prescribed oral amoxicillin and clavulanate (625 mg thrice daily) without favorable effect. A week later, new radiographs showed a progressive osteolysis of the third metatarsal bone (Fig. 3) . Laboratory findings included a C-reactive protein of 133 mg/L and a white blood count of 15.1 × 10 9 /L. Because of suspected osteomyelitis, drainage was performed and empirical treatment with cefazoline (1 g thrice daily) was started. Surprisingly, staining of the collected tissue showed acid-fast bacilli, PCR positive for Mycobacterium (M.) kansasii. Treatment was switched to rifampicin (600 mg once daily), ethambutol (15 mg/kg once daily) and clarithromycin (500 mg twice daily). With no clues for direct inoculation, a BAL was performed, also yielding M. kansasii. Immune workup showed a negative HIV test, but low CD4+ T-cell counts (210 × 10 6 /L). Surgical repair of the third metatarsal bone was successfully performed after eight weeks. Antimicrobial treatment will be continued for at least one year.
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Disseminated infection with osteomyelitis is a rare complication of pulmonary M. kansasii infection and often occurs in the immunocompromised host, such as HIV positive patients, or sarcoid associated CD4+ lymphopenia as in our patient. Also, the pulmonary infection with M. kansasii mimicked activity of the underlying pulmonary sarcoidosis, hampering early diagnosis and treatment. 
